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5. TYPE OF PLAN MATERIAL(Check One): 

OMB NO. 09380193 

1. 	 TRANSMITTAL NUMBER: 2. STATE: 

0 2 - i )  1 5 
I 

Indiana 

3. 	 PROGRAM IDENTIFICATION: TITLE XIX OF THE SOCIAL 
SECURITY ACT (MEDICAID) 

4. PROPOSED EFFECTIVE DATE 

July 1, 2002 

STATE BE NEW0NEW PLAN 0 AMENDMENTCONSIDEREDPLAN # AMENDMENT 

COMPLETE BLOCKS 6 THRU 10 IF THISIS AN AMENDMENT (Separate Transmittal foreach amendment) 
6. FEDERAL CITATION:STATUTE/REGULATION 

19d2(e)(1 2 )  of tne SOC Sec Act 
8. PAGE NUMBER OF THE PLAN SECTIONOR a t t a c h m e n t  

Attachment 2 . 2 4 ,  Page23b 

10. SUBJECTOF AMENDMENT: 

Repealed Continuous El i g i  eligibility 1 i t y  fo r  ch i1children 

11. GOVERNORS REVIEW (Check One): 

GOVERNOR’S OFFICEREPORTED NO COMMENT 
0COMMENTS OF GOVERNORS OFFICE ENCLOSED 
0NO REPLY RECEIVED WITHIN45 DAYS OF SUBMITTAL 

13. TYPED NAME: 
m, melanie Bella 

14. TITLE: 
AssistantSecretary,  OMPP 

15. DATE SUBMITTED: 91)9 a 
FOR regionalO W E  USE OM ,Y 

17. IMPACT: . .  a. FFY 71107 fi 3 - 2 3  million ion )
b. FFY 7Qil? 13million. .  

9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION 
OR ATTACHMENT (If Applicable): 

Attachment 2.2-A,  page 23b 

I 

0OTHER,ASSPECIFIED: 

16. RETURN TO: 

Melanie Bella,AssistantSecretary
Officeof Medicaid Policy & Planning
402 W .  washington , RoomW382 
Indianapolis, IN 46204 
ATTN: T .  Brunner, S ta te  PlanCoordinator 

17. DATE 18. DATE approvedRECEIVED: 
9f24 /02  

I 

Cheryl A .  Harris 
23. REMARKS: 
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* Revision:HCFA-PM-9 1-8 (MB) ATTACHMENT 2.2-A 
October 1991 

Citation 

1902(e)( 12) of the Act 

TN NO. 02-015 
Supercedes 
TN NO. 98-0 18 

Page 23b 

State INDIANA 

Groups Covered 

B. Optional Groups other than the medically needy 
(continued) 

-20. Achild under age (not to exceed 
19) who has been determined eligible is 
deemed to be eligible for a total of 
months (not to exceed 12 months) ­
regardless of changes in circumstances 
other than attainment of the maximum age 
stated above. 

Approval Date Effective Date 7-1-02 


